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Pancreatic cancer is sometimes difficult to diagnose
because it often gives rise to no clear symptoms in the
early stage. The symptoms can be quite vague, and they
can vary depending on the location of cancer in the
pancreas. Pancreatic cancer is rarely detected at an
early stage, and it is also uncommon to diagnose pan-
creatic tail cancer during an emergency department
(ED) visit. The manifestation of pancreatic tail cancer
as left flank pain is very rare and has seldom been
identified in the literature. We present a patient with
undiagnosed pancreatic tail cancer with a rare pres-
entation of only persistent left flank pain.
CASE PRESENTATION
A 46-year-old woman presented to our ED with a 
history of dull, constant left flank pain in the previous
2 months. Lower abdominal pain had started about
10 months previously, which prompted her to visit 
an obstetrician/gynecologist. An echogram was per-
formed without remarkable findings. Then, she went
to see a gastroenterologist, who performed gastroen-
doscopy and colonofiberoscopy. These invasive proce-
dures also revealed no obvious lesion. She received
regular follow-up at a district hospital and was treated
for acute gastritis, renal colic and muscle strain for
some time. She then came to our ED for assistance after
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Pancreatic cancer is sometimes called a “silent disease” because it often causes no symptoms 
in the early stage. The symptoms can be quite vague and various depending on the location of
cancer in the pancreas. The anatomic site distribution is 78% in the head of the pancreas, 11% in
the body, and 11% in the tail. Pancreatic cancer is rarely detected in the early stage, and it is very
uncommon to diagnose pancreatic tail cancer during an emergency department visit. The mani-
festation of pancreatic tail cancer as left flank pain is very rare and has seldom been identified in
the literature. We present a case of pancreatic tail cancer with the sole manifestation of dull left
flank pain. Having negative findings on an ultrasound study initially, this female patient was
misdiagnosed as having possible acute gastritis, urolithiasis or muscle strain after she received
gastroendoscopy and colonofiberscopy. Her symptoms persisted for several months and she visited
our emergency department due to an acute exacerbation of a persistent dull pain in the left flank
area. Radiographic evaluation with computed tomography was performed, and pancreatic tail
tumor with multiple metastases was found unexpectedly. We review the literature and discuss
this rare presentation of pancreatic tail cancer.
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one further severe episode of persistent dull pain over
the left flank area. She denied having fever, chills, or
rigors. She also denied smoking or drinking alcohol,
and had no other history of disease. A physical exam-
ination revealed prominent left flank pain with percus-
sion, but was otherwise unremarkable; bowel sounds
were normoactive, stool and urine passage were rela-
tively smooth, and no obvious body weight loss was
noted.
Laboratory data, including amylase and lipase,
were all within the normal ranges. Her urinary analy-
sis was also normal. Thoracolumbar spinal X-ray with
anteroposterior and lateral views was performed to
rule out spinal disease, but multiple lung masses were
found incidentally. Therefore, abdominal computed
tomography was performed under the impression of
metastatic lung lesions to search for the origin of the
malignancy. Computed tomography showed pancre-
atic tail cancer with regional lymphadenopathies (along
the aortocaval and paraaortic regions) and metastatic
nodules in bilateral lungs, the left pleural space, liver,
and bilateral paracolic gutters. The tissue plane be-
tween the pancreatic cancer and its adjacent high
body of the stomach was obscured, suggesting direct
tumor invasion (Figure).
She was admitted to our hospital for further treat-
ment with needle aspiration of the liver metastasis
tumor. Adenocarcinoma was proven by pathology.
Due to multiple metastases, she only received systemic
chemotherapy. Unfortunately, the treatment showed
no remarkable effects and she died 81 days after her
first visit to our ED.
DISCUSSION
Pancreatic carcinoma is a devastating disease with the
worst prognosis of all solid tumors. It is one of the
most lethal malignancies, as indicated by a mortality
of 98% [1]. Almost all patients are inoperable at the
time of diagnosis and can only be given palliative treat-
ment. Factors associated with an increased risk of
pancreatic cancer include smoking, chronic pancreati-
tis, diabetes, prior gastric surgery, and exposure to radi-
ation or chemicals such as chlorinated hydrocarbon
solvents [2–4].
The symptoms of pancreatic cancer are vague. They
vary depending on where the cancer is located in the
pancreas, with the anatomic site of cancer distribution
being the head of the pancreas in 78% of cases, the body
in 11%, and the tail in 11% [5]. For cancers in the head
of the pancreas, painless jaundice is often the first sign,
and upper abdominal pain may be a subsequent com-
plaint as the tumor grows. If the cancer is in the body
or tail, weight loss and pain in the middle of the back
may be the first symptoms to develop. Nevertheless,
left flank pain as a presentation of pancreatic tail ade-
nocarcinoma is rarely mentioned. In a review of the
literature, we were unable to identify a report specifi-
cally mentioning “left flank pain” as an isolated finding
in a patient with pancreatic tail cancer.
Flank pain is a very common reason for ED visits.
The most common cause of left flank pain is renal
colic. However, in a significant percentage of patients,
pain believed to be caused by renal calculi actually has
another source. These causes other than renal calculi
include abnormalities of the gastrointestinal and gyne-
cologic systems, as well as other abnormalities of the
genitourinary system. Some very rare etiologies, such
as acute pancreatitis [6], pulmonary thromboem-
bolism [7], spleen or renal infarction [8], and carcino-
mas, have been reported. In our patient, the only
symptom was persistent dull left flank pain, which
led to a wide range of misdiagnoses, even though she
was seen by many specialists who also performed
several different investigations. If we had not obtained
a thoracolumbar spinal X-ray, and the finding had not
Figure. Computed tomography shows pancreatic tail tumor with
regional lymphadenopathies (along the aortocaval and paraaortic
regions). The tissue plane between the tumor and its adjacent
high body of the stomach is obscured, suggesting direct tumor
invasion.
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indicated a need for abdominal computed tomogra-
phy, we might have misdiagnosed this case as well.
Unfortunately, even though the underlying cause was
finally identified, the window for treatment of up to
10 months had been lost, and the disease was at a
stage beyond effective control.
There are many pitfalls in the diagnosis of left flank
pain, a daily encountered complaint. Should renal colic
or other genitourinary tract problems be excluded,
then high suspicion must be given to other uncommon,
but probably serious, etiologies. Using unenhanced
helical computed tomography (UHCT) in the evalua-
tion of flank pain to make a differential diagnosis has
drawn some attention recently [9]. Among the major
series published on the subject, the incidence of un-
suspected clinical entities was 10–15% [9–13]. There-
fore, in a patient with persistent flank pain, if the urine
analysis is normal and there is no obvious urinary tract
anomaly, then use of UHCT is highly recommended
to identify less common but probably serious dis-
eases, such as in our case.
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